To find out the most effective methods of: detecting hypertension, improving patient adherence with treatment, improving control of blood-pressure, and improving professional compliance with standards of good practice.
a score out of a maximum of 34, and scores were reported for each study.All articles abstracted were assessed by two reviewers independently, and any inconsistencies were resolved by discussion.
Data extraction
The author does not state how the data were extracted for the review, or how many of the reviewers performed the data extraction.
In studies where blood-pressures were used as outcomes, net blood-pressure changes were calculated (i.e. intervention group blood-pressure change minus control group blood-pressure change).
Methods of synthesis
How were the studies combined? Tests for heterogeneity were not presented.
When pooling blood-pressures, account was taken of trial sample size and variances of blood-pressure measurements and a standardised normal deviate approach used as recommended by Fleiss (See Other Publications of Related Interest).
How were differences between studies investigated?
Where appropriate, findings were compared among trials of differing quality.
Results of the review
A total of 62 studies were included. Eleven studies (4 randomised control trials (RCTs) and 7 quasi-experimental trials) were screening interventions to detect high blood-pressure, 5 trials were interventions to improve adherence to treatment with only adherence outcomes, 19 RCTs examined different methods of improving patient adherence in hypertension, 5 RCTs measured home monitoring of blood-pressure, 13 RCTs examined patient education interventions aimed at improving blood-pressure control, 4 RCTs examined professional education interventions aimed at improving blood-pressure control and 5 trials examined miscellaneous methods used to improve blood-pressure control.
The total number of participants was not stated.
Detection: population screening when compared with usual care or case finding does not appear to increase coverage of the population assessed for hypertension or detection of people with hypertension. Screening programmes in shopping centres or housing blocks do not reach the disadvantaged groups often intended. Case finding appears to be particularly effective when linked with professional training, protocols and reminders to record blood-pressure given to both patients and doctors. Ambulatory monitoring does not have any role in the detection of hypertension in the population.
Patient adherence: no single approach to improving adherence can be recommended based on the evidence reviewed. Complex interventions involving education, easier access to care, and use of protocols may improve adherence and control in some patients. Educational interventions are unlikely to be effective on their own. While simpler drug regimens are likely to improve adherence, simple reminder packaging does not improve adherence or control.
Blood-pressure control: a comprehensive 'stepped care' approach (i.e. education, free care, specialist clinics, and protocols) achieves the greatest improvements in control. Self-monitoring of blood-pressure at home appears to have a small but significant effect on blood-pressure control and may be cost-saving. Patient education alone is unlikely to improve blood-pressure control. Professional education may make a small contribution to blood-pressure control, but it is probably due to increased use of drug therapy.
Professional standards of care: the issuing of guidelines does not result in improvements in care. Locally, rather than expert, produced guidelines that are integrated into clinical practice improve both practice and clinical outcomes. The evidence to support nurse-led clinics is surprisingly sparse, and the only British trial found worse control in the nurseled clinic.
